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Abstract
As the population ages, there is a need for continued 
research into the etiology of geriatric depression and 
improved ways to detect individuals at risk for developing 
this disorder. The current study explores relationships 
between depression, health perception, life satisfaction, 
and loneliness for 44 older (51-79) subjects. Relationships 
between the four variables and marital status, bereavement, 
monthly income, satisfaction with income, residence, 
occupation, education, size of household, and the number 
of living children and siblings are also examined. Two 
depression measures, the Geriatric Depression Scale and 
the Beck Depression Inventory are utilized along with the 
Life Satisfaction Index-Z, the Revised UCLA Loneliness 
Scale, the Health Perception Questionnaire, and a 
demographic survey. Descriptive statistics for the 
depression measures and their correlates are presented, 
followed by a breakdown of the measures by demographic 
characteristics. Furthermore, the results of correlational 
analyses with the major variables of interest are followed 
by the results of multiple regression analyses conducted 
for each of the depression measures. The findings supported
the hypotheses that persons who were more depressed 
would perceive themselves to be less healthy, less satisfied 
with life, and more lonely than those who were less 
depressed. As expected, depression was best predicted by 
a combination of factors, specifically, life satisfaction 
and loneliness. A breakdown of scores on the measures 
according to demographic variables found married persons 
to be the least depressed, persons with higher incomes to 
be the most satisfied with life, and that professionals 
perceived themselves to be healthier than laborers.
Similar studies were conducted utilizing subjects who 
resided in retirement centers and psychiatric patients 
hospitalized for depression on a geriatric unit. In 
these studies health perception played a more significant 
role in predicting depression. In all cases, the Geriatric 
Depression Scale was found to correlate more strongly 
with the other variables compared to the Beck Depression 
Inventory. Suggestions for utilizing the Geriatric 
Depression Scale, the Life Satisfaction Index-Z, and the 
Revised UCLA Loneliness Scale to detect those older 
persons at risk for depression are provided. Implications 
for further research and the difficulties encountered 
in this type of study are also discussed.
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1Introduction
In 1900, only about 3% of the population was over
65. By the late 1970's those over 65 comprised nearly 11%
of the population (Gelfand, 1984). Projections indicate 
that by the year 2030, 18% of the population will be over
the age of 65 (Decker, 1980). Furthermore, the number of
Americans over 75, particularly women, is expected to grow 
at an even faster rate (Kaas, 1984). Additionally, this 
trend is also taking place in every other major 
industrialized country (Gelfand, 1984).
As society ages there will be an increased demand for 
services and programs geared toward the older individual.
The mental health field will not be excluded. Fifteen to 
25% of the elderly have significant mental health problems 
(Garcia, Schonfeld, & Streuber, 1985). Yet, many older 
individuals who could benefit from professional intervention 
go untreated. A significant number of those untreated are 
likely to be suffering from a depressive disorder (Zarit, 
1980). These disorders may go undetected due to: their 
unique presentation in the elderly; ageism; economic issues; 
and the victim's failure to seek treatment. The 
misdiagnosis of and failure to treat depressive symptoms in 
older persons is particularly tragic since it may lead to 
suicide or unnecessary placement in a long term care 
facility. When properly diagnosed and treated, geriatric
depression often has a favorable prognosis (Blazer, 1986; 
Burvill, Stampfer, & Hall, 1986).
The present study will explore relationships between 
depressive illness and various factors that may influence 
its development in the older adult. These factors include: 
perception of health; general satisfaction with life; and 
perceived loneliness. Relationships between depression and 
other factors will also be investigated including: marital 
status; bereavement; living situation; income; and other 
demographic variables. The following major predictions are 
put forth: 1) depression will be negatively correlated with 
perceived good health; 2) depression will be negatively 
correlated with life satisfaction; 3) depression will be 
positively correlated with loneliness.
Literature Review
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Research on the prevalence of depression in people over 
65 will be examined along with assessment methods and the 
problems associated with measuring depressive symptoms. 
Depressive symptomatology and its presentation in the 
elderly and the confounding influence of medical conditions 
and medications on the diagnosis of depression will also be 
reviewed. Additionally, previous findings from research 
concerning the factors believed to be related to depression 
in the elderly will be presented.
Prevalence of Depressive Disorders in Older Adults
It is generally agreed that the primary mental health 
problem of those over 65 is depression (Finlayson & Martin, 
1982; Fry, 1986; Gallagher, Thompson, Gong, & Haskins, 1987; 
Zarit, 1980). Numerous epidemiologic studies of geriatric 
depression have indicated that prevalence rates vary 
depending on the operational definition of depression and 
the method of assessment used. Nonetheless, it is estimated 
that 15 to 20% of the elderly suffer from symptoms of 
depression significant enough to require intervention 
(Georgotas & McCue, 1988).
Data from two basic sources have been employed to 
estimate prevalence rates: the number of hospital 
admissions; and surveys of institutional and clinical 
populations (Blazer, 1983; Zarit, 1980).
Estimates of prevalence based on data from hospital
admissions provide valuable information but do not account 
for individuals who are not hospitalized. The same is true 
for estimates from those studies that utilize institutional 
data and surveys of clinical populations. These sources 
neglect the substantial portion of the community who do not 
seek treatment.
General population surveys also have limitations as 
methods of estimating prevalence. These surveys are based 
on symptom reports, not diagnostic criteria, and may lead to 
inflated prevalence rates. Symptom reports, or self-report 
inventories, utilized in these studies tend to focus on the 
somatic symptoms of depressive illness. The elderly are 
more likely to respond positively to these questions due to 
chronic health conditions or the aches and pains of aging. 
While many of these individuals would be considered 
depressed based on their score on the self-report scale, 
they would be less likely to meet diagnostic criteria for 
major depression (Gallagher et a l ., 1987). Just as 
estimating prevalence rates is a difficult task for 
researchers, measuring depressive symptomatology in an older 
person is a challenge for the diagnostician.
Assessing Depression in the Elderly
Assessment of depression in the elderly is a difficult 
task. The problems that arise when trying to make accurate 
assessments are described along with the types of assessment 
devices most frequently used with an elderly population.
5The Problem of Assessment. Accurate assessment of 
depressive symptomatology is crucial to proper diagnosis and 
treatment. This is particularly true when the individual is 
over 65. Any type of psychological assessment of an older 
adult can be a difficult task. Test-taking attitudes, 
fatigue, response biases, and sensory deficits all may 
influence the outcome of a psychological evaluation 
(Chaisson-Stewart, 1985; Hamilton, 1988).
Due to the stigma associated with mental illness, older 
adults are often reluctant to attribute their difficulties 
to psychological problems. Older subjects may attempt to 
portray themselves in a positive manner and may provide 
socially desirable responses to questionnaires assessing 
depression (Chaisson-Stewart, 1985).
Older adults tend to be more cautious and less likely 
to take risks than younger adults (Georgotas & McCue, 1988). 
This tendency makes them more prone to systematic response 
bias, that is, answering in a pattern rather than giving a 
response reflective of their actual feelings (Hamilton,
1988).
Declines in vision, hearing, motor, and cognitive 
functioning must also be considered when testing the 
elderly. Items may need to be read to the subject or 
printed in large type. Multiple or brief testing sessions 
may be necessary to prevent fatigue (Hamilton, 1988).
In summary, assessment of depressive symptomatology is 
influenced by the individual's response style, attitude,
abilities, as well as level of functioning. These factors 
should play a role in the selection of assessment devices 
for use with an elderly subject.
Types of Assessment. Devices. There are three primary 
ways to detect and quantify depression: observer rating 
scales or clinical interviews; self-report scales; and 
instruments that, measure general psychiatric condition. 
Because each method of assessment used alone has its 
limitations, the ideal evaluation would consist of a 
combination of these techniques and instruments.
Observer rating scales or clinical interviews are 
advantageous in that they are not dependent on the 
individual's ability to read or write. Also, social 
desirability is less likely to affect the outcome as is a 
lack of insight on the part of the subject. Correlations 
between these types of ratings tend to be high (Hamilton, 
1988). However, observer rating scales and clinical 
interviews require direct professional contact, are time 
consuming, and not very economical.
Self-report scales are useful for detecting symptoms 
quickly and economically. They can be utilized to monitor 
treatment progress as well. The drawbacks include reliance 
on the patient's insight, cognitive ability, and willingnes 
to cooperate with the testing procedure. Self-report 
measures do not correlate with each other as strongly as 
observer rating scales, and are vulnerable to social 
desirability and response bias (Chaisson-Stewart, 1985;
7Hamilton, 1988).
Depression may also be detected by scales that measure 
general psychiatric conditions such as the Minnesota 
Multiphasic Personality Inventory (MMPI). These scales are 
used as diagnostic tools and contain items that discriminate 
between depression and other mental disorders. They can be 
lengthy, difficult to evaluate, and have disadvantages 
similar to self-report scales (Chaisson-Stewart, 1985). 
However, the scales include items that evaluate the validity 
of an individual's profile thus reducing the problem of 
social desirability (Hamilton, 1988).
Regardless of the difficulty in estimating prevalence 
accurately or measuring depression in the individual, it is 
likely that many older adults who may be experiencing 
depressive symptoms go undetected or receive inadequate 
treatment. Even though 25% of the persons over age 65 have 
psychiatric problems worthy of professional attention, 
relatively few of these individuals ever receive treatment 
(Blixen, 1988). There are numerous reasons why the mental 
health needs of the elderly are not met. Depression and 
other disorders often present differently in the elderly. 
Furthermore, the older person's clinical picture is often 
confounded by physical illness and the effects of medication 
use, abuse, and drug interactions.
8Clinical Presentation and Syptomato1ogy
Frequently the depressed elderly present with a 
different symptom constellation than their younger 
counterparts. In the general population, symptoms of 
depressive disorders include: dysphoric mood; anhedonia;
changes in appetite, weight, or sleep patterns; 
restlessness or lethargy; guilt; and low self-worth. Poor 
concentration, indecisiveness, suicidal ideation, and death 
wishes are also common features (American Psychiatric 
Association, 1987; Dreyfus, 1988).
The older person may exhibit the aforementioned 
symptoms as well as the following: helplessness; envy;
irritability; and a feeling that life has been empty and 
without any accomplishments. Withdrawal, pessimism, 
rumination, and being critical of others may also be present 
(Dreyfus, 1988). The older individual is likely to 
experience constipation and numerous other somatic symptoms 
when depressed (Breslau &. Haug, 1983). Unlike younger 
depressives, the elderly visually do not complain of 
psychological symptoms such as sadness, or feeling blue.
They may not be tearful, but often appear depressed, 
withdrawn, and apathetic (Shadden, 1988).
The individual may also complain of deficits in memory 
and other cognitive abilities. Cognitive impairment occurs 
in varying degrees in approximately 15% of all depressed 
elderly persons (Breslau & Haug, 1983). The individual may 
actually have an organic brain syndrome or these symptoms
9may be due to pseudodementia, a syndrome in which reduced 
cognitive functioning appears to indicate dementia but is 
actually due to another psychiatric disorder (American 
Psychiatric Association, 1987).
The presence of pseudodementia contributes to the 
tendency for individuals who are actually depressed to be 
diagnosed as "senile". It is estimated that 30% of the 
patients diagnosed with dementia are actually depressed 
(Breslau & Haug, 1983). For many of these individuals, if 
their depressive symptoms were properly treated, the 
cognitive deficits would subside (Breslau & Haug, 1983).
The untreated depressed individual may become more 
despondent and give up hope, producing circumstances that 
could ultimately lead to long term care placement.
The older person suffering from depression often 
presents a complicated clinical picture that, if not 
accurately assessed, may have tragic consequences. The 
correct and timely detection of depression among the elderly 
is also made more difficult by the prevalence of physical 
illness and illness-related use of medication.
Medical Conditions and Medications
By the time they reach their seventies most individuals 
suffer from at least, one physical health problem (Shadden, 
1988). The elderly often develop physical disorders or 
illnesses that initially present with depression as a 
primary symptom. Examples include: pneumonia; diabetes;
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gout; congestive heart failure; anemia; and disorders of the 
thyroid (Breslau & Haug, 1983; Dreyfus, 1988).
Malignancies, metabolic abnormalities, and endocrine 
disturbances may also present with depressive symptoms 
(Hindmarch & Wattis, 1988). Due to the difficulty in 
distinguishing physical illness from depression, the elderly 
person could easily be misdiagnosed without a thorough 
physical and laboratory examination. Misdiagnosis could, in 
turn, lead to unnecessary delays in potentially life-saving 
medical treatment (Georgotas & McCue, 1988).
Conversely, depression may mimic a medical illness, a 
state known as "masked depression" (Georgotas &. McCue,
1988). The older person may express somatic complaints 
rather than psychological symptoms when seeking treatment. 
Consequently, an internist or family practitioner is more 
likely to be consulted than a psychiatrist or psychologist. 
Exposing the psychological symptoms that accompany the 
somatic complaints requires a careful clinical examination 
to rule out physical illness (Blixen, 1988).
Due to the high incidence of at least one significant, 
possibly chronic, physical health problem by the age of 70, 
most elderly persons are regularly taking at least one 
medication (Shadden, 1988). In fact, older adults consume 
more over-the-counter and prescription drugs than any other 
age group (Blixen, 1988). In addition to the adverse side 
effects of these compounds, older individuals metabolize 
drugs more slowly, thereby increasing the likelihood of drug
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interactions (Blixen, 1988). Medication side effects and 
drug interactions are often responsible for the development 
of depression, worsening a pre-existing depression, or, 
producing depression-like symptoms (Breslau & Haug, 1983). 
Some of the categories of drugs that have these qualities 
include: hormones; anti-inflammatory agents; tranquilizers;
and antihypertensive medications (Breslau & Haug, 1983; 
Dreyfus, 1988; Lum, 1988). These drugs are commonly used by 
the elderly to treat such frequently occuring illnesses as 
high blood pressure and arthritis (Blixen, 1988).
In summary, medical conditions common in the elderly 
and the preparations utilized to treat them can affect, 
mental health and complicate diagnosis. An awareness of the 
medical conditions and the medications that may mimic 
depressive symptoms is necessary for proper diagnosis. 
Physicians and mental health professionals need to be made 
aware of the many factors that may lead to or be related to 
the presentation of depressive symptoms.
Factors Related to Depression
Depression in the elderly is seen as a disorder with 
multiple etiological factors that interact to produce an 
entire compliment of symptoms. Much research has been done 
in an attempt to isolate these factors. Although 
relationships have been shown to exist between depression 
and certain variables, causality has not yet been 
established (Fopma-Loy, 1988). Some of the factors that 
have been studied include: biochemical changes that
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accompany aging; physical illness; life events such as 
bereavement and retirement; and other psychosocial factors.
Biochemical Factors. As individuals age, their bodily 
functions slow down. These decreases in metabolism, hormone 
production, and slower organ functioning are believed to 
increase vulnerability to depression. These conclusions are 
based on the biochemical model of depression that links 
changes in levels of neurotransmitter production to 
depressive disorders. The neurotransmitters that regulate 
the flow of impulses to the brain include: norepinephrine;
dopamine; epinephrine; serotonin; and acetylcholine (Lum, 
1988). Changes in the amounts of these chemicals in the 
brain are believed to be responsible for depression and 
other mood disorders.
Kicey (1974) proposed that the supply of norepinephrine 
in the brain is lowered during depressive states. 
Antidepressant medications that function by increasing 
amounts of norepinephrine lend support to this proposal 
(Forrester, 1987; Laraia, 1987; Physicians’ Desk Reference, 
1983). Neurotransmitter function is also affected by 
electrolytes such as sodium and potassium. Research 
indicates that electrolyte distribution is altered during 
depression (Frazier, 1977). Older persons are prone to 
electrolyte imbalance due to illness, changes in diet, and 
changes in motor activity.
The role of the endocrine system in depression has been 
considered by researchers for many years. Depressed
13
individuals have been noted to have hormone abnormalities 
(Winokur, 1981). As previously noted, mood changes have 
also been observed in patients suffering from endocrine 
disorders. In females, depression often occurs during 
events associated with the reproductive cycle. Hormone 
levels change drastically during the postpartum period and 
menopause (Kerr, 1987; Lum, 1988). Hormone production is 
also diminished in the elderly making them more susceptible 
to depression (Lum, 1988).
In summary, the biochemical aspects of depression and 
the role of the endocrine system continue to be studied by 
researchers in hopes of developing better diagnostic tests 
and drug therapies.
Physical Illness and Disability. There is a strong 
association between physical health and mental health at any 
age (Andrews, Tennant, Hawson &. Schonell, 1978; Aneshensel, 
Frerichs & Huba, 1984; Berkman, 1971; Blazer & Williams, 
1980; Murrell & Norris, 1984). Since the elderly are more 
likely to suffer from one or more chronic, often disabling 
medical conditions, physical health is an important 
etiological factor in late life depression (Bergmann & Kay, 
1966; Post, 1969; Zung, 1980). In related studies, Blixen 
(1988) estimated that 50% of those over 65 with physical 
illness are depressed. Phifer and Murrell (1986) found that 
physical health had a significant effect on the level of 
depressive symptoms for those suffering from late life 
depression.
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Medical conditions that are particularly disabling and 
lead to dependence are significantly related to depressive 
symptomatology (Harris; Hunter, &. Linn, 1980; Krause, 1986). 
Disability that restricts one's activities and the ability 
to function independently lessens the individual's sense of 
control. Perceived control over one's life appears to be an 
important factor in the development of depression (Seligman, 
197.5) .
Illness may also impact sensory perception, mobility 
and functioning, and may lead to isolation, low self-esteem 
and poor self-image (Aneshensel et a l ., 1984; Lipowski,
1975; Moos & Tsu, 1977; Phifer &. Murrell, 1986; Turk, Kerns 
& Rudy, 1984).
In summary, because age appears to be related to 
health status, older individuals with physical illness 
should be considered at risk for depression.
Loss and Life Events. Old age is a period of numerous 
losses for the individual. These losses occur in many areas 
of life, are often sudden and beyond the person's control. 
Types of loss experienced during old age include: loss of 
spouse or a significant relationship; loss of stamina, 
health, or status; loss of role; loss of income; and loss of 
memory (Billig, 1987; Breslau & Haug, 1983).
The literature is inconsistent regarding the 
significance of loss in the development of depression.
Several investigators claim that when the elderly person 
fails to adapt to multiple losses and feels hopeless,
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helpless, and isolated, depressive symptoms appear (Lum, 
1988; Goldstein, 1979; Seligman, 1975; Zung, 1980). Numerous 
studies have focused on the relationship between loss and 
depression.
Post (1962) studied 100 persons with affective symptoms 
and found a precipitating loss in 65% of the cases. Murphy 
(1982) also found that, depression was closely associated 
with adversity. The actual loss, or threatened loss, of a 
relationship seems to be positively correlated with 
depressive symptomatology (Harris, Hunter, & Linn, 1980). 
Ayuso-Gutierrez (1983), studying the impact of life events 
and loss on depression, found death of a spouse to be the 
most frequent precipitant of depression. These findings were 
supported by Krause (1986) who also found bereavement to be 
a highly significant correlate of depression.
Other studies report that stressful life events and 
loss are of minimal importance in the development of 
depression (Cross & Hirschfeld, 1982; Paykel, 1974, 1979). 
Blazer (1989) noted that even though losses frequently occur 
in old age, these losses are tolerated by most older persons 
because they are expected to occur and are considered 
inevitable. Being prepared for a loss gives an individual a 
sense of control that is believed to lessen its impact 
(Seligman, 1975). Other variables such as available social 
support are believed to moderate the effect, losses have on 
the individual.
16
Psychosocial Factors. Several psychosocial factors have 
also been identified as correlates of depression. They 
include: life satisfaction; and loneliness.
Life satisfaction, morale, adjustment, and subjective 
well-being, have frequently been studied by researchers 
interested in the older person's quality of life. There has 
been much disagreement over whether these terms should be 
used interchangeably and whether or not they represent 
identical concepts (Lohmann, 1989). Larson (1978), 
reviewing thirty years of the literature, concluded that, 
regardless of the conceptualizations or terminology 
utilized, the results of the studies were comparable. 
Depression is negatively correlated with life satisfaction.
Much of the research concerning life satisfaction 
focuses on variables believed to be related to satisfaction 
in old age (Lohmann, 1989). Of these variables health is 
most strongly related to life satisfaction (Cutler, 1973; 
Edwards &. Klemmack, 1973; Spreitzer & Snyder, 1974).
Research indicates that individuals who perceive their 
health to be good express more satisfaction with life than 
those who perceive themselves to be ill or disabled. This 
relationship is also evident in studies based on physician's 
ratings of health (Jeffers & Nichols, 1961; Maddox & 
Eisdorfer, 1962; Palmore & Luikart, 1972).
In addition to physical health, marital status also 
appears to be related to life satisfaction. In general, 
married older people appear to be more satisfied with life
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than those who are not married (Lohmann, 1989). Factors 
such as health, socioeconomic status, perceived support, and 
the length of time since the death of one's spouse mediate 
the degree of relationship between marital status and 
satisfaction (Larson, 1978).
Middle and upper income levels, occupational status, 
and education have also been associated with greater 
subjective well-being. The relationships between these 
socioeconomic factors and life satisfaction are believed to 
be due to access to transportation, adequate housing, and 
other positive life sustaining amenities (Larson, 1978).
Furthermore, social activity and life satisfaction are 
positively correlated (Larson, 1978). However, there has 
been disagreement concerning levels of social activity and 
the quality of interactions with other individuals. 
Investigators speculated that the quality of relationships 
may be more important to well-being than the frequency of 
contacts (Larson, 1978). Other variables such as sex and 
race do not appear to influence life satisfaction when 
income is statistically contolled (Larson, 1978). Loneliness 
has also been considered as a precipitant of depression in 
older adults.
Peplau and Perlman (1982) describe loneliness as a 
discrepancy between the desired level of social interaction 
and the level actually achieved. Loneliness has been found 
to be significantly correlated with depression (Young,
1982). Although the same event may preceed both loneliness
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and depression, the two are believed to be distinct 
experiences (Young, 1982). Depression is characterized by a 
more pervasive negativity and can result from a variety of 
factors that are unrelated to loneliness (Peplau & Rook, 
1982). Media and popular opinion suggest, that loneliness 
naturally accompanies the aging process. Older people are 
often portrayed as isolated from friends and neglected by 
their families.
Despite the elderly's perceived vulnerability to being 
lonely, research indicates that the majority of individuals 
over 65 do not experience severe or prolonged loneliness 
(Peplau, Bikson, Rook & Goodchilds, 1982). More 
specifically Parlee (1979), surveying loneliness in 
different age groups, found that of those subjects under 18, 
79% experienced feeling lonely, whereas only 37% of the 
older sample, aged 55 or above, reported feeling lonely.
If older adults are assumed to have fewer opportunities 
for social interaction than younger persons, why do they 
report, being less lonely? Researchers have postulated that 
older adults have more realistic expectations about, their 
social relationships and thus are disappointed less often 
than younger adults (Peplau, Bikson, Rook & Goodchilds,
1982). Also, older persons may under report loneliness as 
compared to younger individuals who may be more willing to 
disclose feelings of loneliness (Rubin, Hill, Peplau & 
Dunkel-Schetter, 1980). However, when older adults report 
being lonely they are also likely to indicate the lack of
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availability of a confidant, lack of personal control, and 
ineffectual social comparisons (Peplau, Bikson, Rook & 
Goodchilds, 1982). Additionally, hearing impairment in the 
elderly has also been shown to be related to loneliness 
(Christian, Dluhy, & O'Neill, 1989; Perlman, Gerson, & 
Spinner, 1978).
Contact with a peer or confidant, has been found to 
influence loneliness. The relationship may be with a spouse 
or a friend and may be based on mutual support and 
assistance (Peplau, Bikson, Rook & Goodchilds, 1982). These 
relationships may be perceived as more satisfying than those 
with children or other relatives who may interact with the 
older person because of a sense of obligation rather than by 
choice (Peplau, Bikson, Rook & Goodchilds, 1982).
Personal control over a situation, as previously 
stated, influences the impact an event has on the individual 
(Seligman, 1975). As individuals age, the losses they 
experience become less voluntary. Irreversible events such 
as long term care placement, forced retirement, and death of 
a spouse or confidant, are out of the individual's control 
and may force isolation that, in turn, may precipitate 
feelings of loneliness. Thus, the more individuals percieve 
themselves as having control over relationships and 
situations, the less helpless and lonely they may feel 
(Lowenthal & Robinson, 1976).
Social comparison, that is comparing one's past 
experiences to present situations or to the situations of
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others, may also contribute to feelings of loneliness in 
older adults (Peplau, Bikson, Rook & Goodchilds, 1982).
Older individuals who were socially active in their youth 
may be more likely to experience loneliness than their 
introverted and reclusive peers (Peplau, Bikson, Rook & 
Goodchilds, 1982). Additionally, individuals widowed 
earlier in life than their peers may feel out of place at 
gatherings and may withdraw from former friends. Such 
isolation may lead to increased feelings of loneliness.
Another factor thought to influence loneliness among 
the elderly is hearing loss (Perlman et a l ., 1978). Hearing 
impairment may result in communication deficits that, lead to 
withdrawal and a sense of isolation. Christian and others 
(1989) studying hearing loss and loneliness in 67 
individuals ages 65 and older, found that subjects with 
greater hearing loss were more lonely.
In conclusion, feelings of loneliness are clearly not 
the norm for older adults; however, for those forced into 
isolation due to poor health or disablity, widowed, or 
hearing impaired, it may be a significant problem.
Some of the factors that have been studied as 
correlates of depressive illness in older adults were 
presented in the previous section. It has been shown that 
biochemistry, physical health, losses and other life events 
as well as satisfaction with life in general, and feelings 
of loneliness, may play a role in the development of 
depression in the elderly. It is likely that these factors
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interact to produce depressive illness.
Summary
This review has examined geriatric depression and its 
correlates. Several major points were discussed. It was 
found that the prevalence of geriatric depression is 
difficult to estimate due to problems associated with 
measurement, failure of older persons to seek treatment, and 
misdiagnosis of depressive symptomatology. Assessment of 
depression in the elderly is complicated by social 
desirablilty, systematic response bias, sensory decline, and 
the tendency to report somatic complaints. Also noted were 
the unigue presentation of geriatric depression, and the 
confounding influence of medications and physical illness. 
Finally, it was found that depression in the elderly has 
been associated with biochemical imbalances, health, loss, 
and other psychosocial factors such as life satisfaction and 
loneliness. Additional studies concerning depression in the 
elderly, its correlates, and methods of predicting those who 
are at risk for developing a depressive disorder, are 
necessary as the population ages.
The current study focuses on depression in older adults 
and the factors that may influence its development. 
Relationships between depression and perceived health, life 
satisfaction, and loneliness are explored. The 
relationships between depression and other variables such as 
sex, marital status, age at retirement, living situation, 
and income level are also examined. The following
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hypotheses are put forth:
1) Depression will be negatively correlated, with 
perceived good health.
2) Depression will also be negatively correlated with 
general life satisfaction.
3) Depression will be positively correlated with 
feelings of loneliness.
4) Depression will be best predicted by a combination 
of the above factors.
Method
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Subjects
Forty-four volunteers were recruited from a group of 
older participants involved in a study concerning the 
influence of perception and cognition on driving ability 
being conducted at the University of Nevada, Las Vegas 
(UNLV). All subjects were paid $50.00 for their 
participation in the driving study. The subjects (25 
female, 19 male) ranged in age from 51 to 79 years with an
average age of 67.73 years (sd = 5.64).
Materials
Two self-report measures were utilized to assess the 
presence and degree of depression. Loneliness, satisfaction 
with life, and health perception were also measured by self- 
report. A demographic survey was used to obtain information 
pertaining to income, living situation, bereavement, age, 
and gender.
Geriatric Depression Scale. The Geriatric Depression 
Scale (GDS; Brink, Yesavage, Rose, Lum, Huang, Adey &
Leirer, 1983) is a 30-item scale that may be easily self­
administered or read aloud by an examiner (Brink, Yesavage,
Lum, Heersema, Adey & Rose, 1982). The GDS was specifically 
designed to detect depression in the elderly. Each item is 
a brief question that may be answered "yes" or "no" and 
evaluates the respondent's mood quality, level of energy and
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motivation, hopelessness, and social initiative (Lurie & 
Zlotogorski, 1986). Subjects' own perceptions of their 
functioning and cognitive abilities are also evaluated by 
the GDS. The scale is scored by totaling the number of 
responses that indicate depression (Corcoran & Fischer,
1987). A score of 0-10 indicates no depression, 11-20 mild 
depression, and 21-30 indicates moderate to severe 
depression (Lurie & Zlotogorski, 1986).
The GDS was validated on an elderly population and 
correlated well with the Zung Self-rating Depression Scale 
(Zung, 1965) and the Hamilton Rating Scale for Depression 
(Hamilton, 1960). Each of these instruments has been widely 
used to detect depression, but were not developed to 
consider the unique characteristics of geriatric depression. 
The GDS has performed well in other studies and is able to 
distinguish among patients classified as normal, mildly 
depressed, and severely depressed (Brink et. al . , 1983). The 
GDS has excellent reliability with both the Chronbach alpha 
and the split-half reliability coefficients being .94 
(Corcoran & Fischer, 1987). The test-retest reliability 
coefficient has been reported to be .85 (Brink et a l .,
1983). The GDS correlates highly with the Beck Depression 
Inventory (BDI) and is superior to the BDI in discriminant 
validity (Blount & Hyer, 1984). The GDS is quick, simple to 
use and does not contain items that may disturb some 
subjects (e.g., questions about suicide or sex; Lurie & 
Zlotogorski, 1986). Questions about somatic symptoms that
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could lead to false positives are also avoided. The GDS has 
at least one drawback in that, it loses validity when used to 
assess individuals with significant cognitve impairment. 
(Brink, 1984). However, it is considered to be adequate for 
use with mildly demented individuals (Sheikh & Yesavage, 
1986).
Beck Depression Inventory. The Beck Depression 
Inventory (BDI; Beck, Ward, Mendelson, Mock, & Erbaugh,
1961; Beck, 1967) is the most widely used self-report scale 
for measuring presence and degree of depression. This 
multiple choice questionnaire may be self-administered or 
read aloud and consists of 21 items each having rank ordered 
and weighted statements concerning symptomatology. A total 
score consists of the sum of the values assigned to each of 
the subject's responses. A score of 0-9 is considered 
normal, 10-15 mild depression, 16-19 mild to moderate, 20-29 
moderate to severe, and scores over 30 represent severe 
depression (Chaisson-Stewart., 1985).
The BDI appears to have good psychometric properties. 
BDI scores correlate fairly well with clinicians' ratings 
(Beck, 1970; Bumberry, Oliver & McClure, 1978). Concurrent 
validity has also been demonstrated with the BDI and other 
measures of depression such as the MMPI and the Hamilton 
Rating Scale (Stehouwer, 1985). Test-retest reliability is 
reported to be above .90, Spearman-Brown .93, internal 
consistency .86 (Beck, 1970).
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Although not specifically designed for use with elderly 
persons, the BDI is reported to be an adequate tool for 
measuring depression in those over 60 (Gallagher, 1986). 
Gallagher, Nies, and Thompson (1982) reported a test-retest 
correlation of .90 and a split-half index of reliability of 
.84 in older subjects. The BDI also has concurrent validity 
with Research Diagnostic Criteria for Major Depressive 
Disorder when utilized in older subjects (Gallagher, 
Breckenridge, Steinmetz & Thompson, 1983).
Issues to consider when using the BDI with elders 
include the presence of items that deal with somatic 
symptoms and the individual's reading and comprehension 
ability. As previously mentioned, instruments that include 
somatic items may be less accurate measures of depression 
due to the high incidence of physical health problems in the 
elderly. The format and reading level of the BDI may be too 
difficult for individuals who are less educated or 
cognitively impaired.
The Revised UCLA Loneliness Scale. The Revised UCLA 
Loneliness Scale is a 20-item, self-report scale designed to 
measure loneliness in a variety of populations (Corcoran &. 
Fischer, 1987). The original scale was developed as an 
easily administered global measure of loneliness (Russell, 
Peplau & Cutrona, 1980). While found to be psychometrically 
adeqviate, it had some potential problems that its creators 
hoped to eliminate during revision. The original items were 
worded in the same direction prompting concern that the
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measure was prone to systematic response bias. Social 
desirability was also a concern. Due to the stigma attached 
to loneliness, it was felt that subjects might try to appear 
less lonely and admit to less loneliness than they were 
actually experiencing (Peplau & Perlman, 1982).
The revised scale consists of 20 items that reflect 
both satisfaction and dissatisfaction with social 
relationships (Pussell et al., 1980). The revised scale is 
internally consistent with a coefficient alpha of .94. Its 
correlation with self-reported loneliness is .71 (Russell, 
1982). It correlates positively with other measures of 
affective states such as the Beck Depression Inventory 
(r=.62) and with reports of social isolation and time spent 
alone (r= .41) (Russell, 1982). The revised scale has good 
discriminant validity and measures a construct that is 
distinct from depression, anxiety, or low self-esteem 
(Russell, 1982). The scale is valid with college students 
but has not been widely used with older adults (Christian et 
a l ., 1989). Although, Schultz (1984) found it to be a 
reliable instrument for use with older adults.
Life Satisfaction Index-Z. The LSI-Z is a shorter 
version of the Life Satisfaction Index-A (Wood, Wylie, & 
Sheafor, 1969; Neugarten, Havighurst, & Tobin, 1961). Each 
instrument was designed to measure the concept of life 
satisfaction. Both were specifically developed for use with 
older adults and reflect an individual's mood tone, zest for 
life, and congruence between achieved and desired goals
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(Adams, 1969). Neugarten and others (1961) believed 
positive self-concept was also a factor in the scale; 
however, Adams (1969) was able to identify only the 
previously mentioned dimensions. The scales consist of 
statements with which the subject agree, disagree, or remain 
noncommitted. They may be scored in several ways with the 
most popular method being that of Wood and her colleagues 
(1969). In this method responses that indicate satisfaction 
are assigned two points. Neutral and dissatisfied responses 
are assigned one and zero points respectively. Higher scores 
indicate higher levels of general satisfaction (Wood et a l ., 
1969) .
The original scale was standardized on a sample of 92 
community-dwelling individuals aged 50-90 (Neugarten et a l ., 
1961). After eliminating items that did not correlate 
highly with the entire scale the LSI-Z was developed and 
then standardized on 100 elderly persons resulting in a 
reported split-half reliability of .79 (Wood et a l ., 1969)
A correlation of .79 is reported between the LSI-Z and the 
Philadelphia Geriatric Morale Scale (Lawton, 1972) and the 
LSI-Z appears to be sensitive to changes in an individual's 
satisfaction with life (Wylie, 1970).
The LSI-Z has been used in many studies of well-being 
and is seen as a valid, reliable, easily administered 
instrument for use with the elderly (Bearon & George, 1980; 
Dobson, Goudy, Keith, &. Powers, 1979; Haight, 1988).
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Health Perception Questionnaire II . The Health 
Perception Questionnaire II (HPQ Form II) was designed to 
assess individuals' perceptions of their health status 
(Ware, 1976). The survey is a revision of the Health 
Perception Questionnaire and consists of 32 items that 
measure prior health, current health, health outlook, 
resistance or susceptibility to illness, concern or worry 
about health, sickness orientation, rejection of a sick 
role, and attitudes toward going to the doctor (Ware,
Wright, & Snyder, 1974). Each statement is followed by 5 
choices (i.e., definitely true, mostly true, don't know, 
mostly false, and definitely false). The scale may be read 
aloud or self-administered.
The questionnaire was found to have good construct 
validity with each dimension of health being measured as 
intended (Ware, 1976). The HPQ II was also found to be 
internally consistent with reliability coefficients ranging 
from .45 to .92. Additionally, the scale was found to be 
suitable for use with diverse populations (Ware, 1976). In 
conclusion, the HPQ II appears to be a useful tool for 
measuring an individual's general health perception. It has 
been found to be valid, reliable, stable over time, and 
appropriate for use with diverse groups of individuals 
including the elderly.
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Procedures
Data collection took place at the Psychology Laboratory 
on the UNLV campus. Each subject was given a packet, of 
materials containing an instruction sheet., the demographic 
questionnaire, and the five previously described scales in 
the order they were described. A consent form describing 
the study and its purpose was included. The participants 
were told that the study was examining factors related to 
depression and that the experimenter was interested in 
learning what contributes to an older person's sense of 
well-being. The entire procedure took approximately 50 
minutes to complete. The examiner was available in person 
or by telephone during and after the testing to answer 
questions. When the packet was returned, subjects were 
thanked for their participation. Data generated from the 
procedures were not. discussed with the subjects and all data 
was stored by subject number to ensure confidentiality.
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Results
The Analyses
A presentation of the overall descriptive statistics 
for the depression measures and their possible correlates is 
followed by a breakdown of the measures by demographic 
characteristics. Furthermore, the results of the 
correlational analyses with the four major variables of 
interest (i.e., depression, health, life satisfaction, 
loneliness) are followed by the results of multiple 
regression analyses conducted for each of the measures of 
depression.
Descriptive Statistics
Means and standard deviations for each measure utilized 
are reported in Table 1.
Table 1
Means and standard deviations for measured
Mean sd N
Health Perception Questionnaire 117.45 17.02 44
Life Satisfaction Index-Z 12.81 4.76 43
Revised UCLA Loneliness Scale 35 .68 10.99 44
Beck Depression Inventory 6.51 5. 14 43
Geriatric Depression Scale 4.07 5.70 44
a All measures are self report, in each case higher numbers 
reflect higher levels of the construct being measured.
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Demographic Variables
A breakdown of the measures by demographic 
characteristics are presented in Tables 2, 3, 4, and 5.
Table 2 shows the results of a breakdown by marital 
status. Only scores on the Geriatric Depression Scale 
differed significantly for subjects from differing marital 
status categories. Subjects who were never married were the 
most depressed followed by those who were divorced ( F(3,40) 
= 3.83, p<.01 ). The result is most likely due to the small 
sample size for the single and widowed categories.
Table 2
Geriatric Depression Scale scores by marital status
Geriatric Depression Scores 
Category n mean sd
Married 23 3.26 4.30
Divorced 12 5.75 7.24
Single 2 14.00 9.90
Widowed 7 1.00 1.00
A breakdown by occupation is presented in Table 3. The 
only measure with significant differences in scores 
according to occupation was the Health Perception 
Questionnaire ( t(l,41) = 2.64, p<.01 ). Those individuals 
who had been employed in clerical or laborer positions rated 
themselves as less healthy than those who worked as 
professionals.
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Table 3
Health perception by occupation
Health Perception Questionnaire Scores 
Occupation n mean sd
Professional 18 125.50 15.56
Nonprofessional 25 112.84 15.51
Table 4 shows the breakdown by monthly income level. 
There were significant differences in life satisfaction 
scores according to income level ( t(3,37) = 3.57, p<.05 ). 
Individuals with monthly incomes over $1000 rated themselves 
the most satisfied.
Table 4
Life satisfaction by monthly income
Life Satisfaction Index Scores
Monthly income n mean sd
0-$500 3 11.33 5.03
$500-$8Q0 5 13.00 4,64
$800-.$ 1000 6 8.50 4. 88
$1000 + 27 14.30 3.66
The breakdown according to satisfaction with income is 
presented in Table 5. Subjects who were not. satisfied with 
their income were less satisfied with life in general as 
measured by the Life Satisfaction Index (t(l,41) = 2.01, 
p<.05 ). There were no significant differences in
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satisfaction level for any of the other demographic
variables.
Table 5
Life satisfaction by satisfaction with income
Life Satisfaction Index Scores
Category
satisfied 35
n
13,49
mean
4.48
sd
dissatisfied 8 9.86 5 .14
Scores on the five measures did not differ significantly 
when broken down by other demographic variables including: 
age, sex, bereavement, education, residence, size of 
household, and number of living children or siblings.
Correlational Analyses
Correlations between the five measures are shown in 
Table 6. The two depression measures were, as expected, 
positively correlated with each other. Furthermore, the 
Geriatric Depression Scale was more strongly correlated with 
all the other measures than was the Beck Depression 
Inventory. People who were more depressed were less 
healthy, less satisfied with life, and more lonely than 
people who were less depressed. Furthermore, perceived good 
health was positively correlated with life satisfaction and 
negatively correlated with loneliness. Finally, Life 
satisfaction was found to be negatively correlated with 
loneliness.
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Table 6
Correlations Between Measures
HPQ
Health ---
Perception
Life Satisfaction 
Index-Z
Revised UCLA 
Loneliness Scale
Beck Depression 
Inventory
Geriatric Depression 
Scale
LSIZ RULS BDI GDS
.4731 * * -.4047** -.3149* -.4390**
-.7466** -.5767** -.8112**
,4512** .7355**
.6533**
p< .01
Regression Analyses
These analyses were done utilizing a stepwise method 
with listwise deletion of missing data. Table 7 shows the 
results of the regression analyses for predicting depression 
scores on the Beck Depression Inventory. Scores on the Life 
Satisfaction Index significantly predicted scores on the 
Beck Depression Inventory, accounting for 33 percent of the 
variance. Age, health perception, and loneliness did not 
contribute to the prediction of Beck Depression Inventory 
scores.
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Table 7
Multiple Regression Summary Table for Prediction of Scores 
on the Beck Depression Inventory
Beta t P_ R_2
In the Equation
Life Satisfaction Index -.577 4.46 . 001 . 333
Not in the Equation 
Age -.222 1 .72 .094
Health Perception -. 083 0.56 . 577
UCLA Loneliness Scale . 102 0. 52 .607
The regression analyses for predicting scores on the 
Geriatric Depression Scale are presented in Table 8. Scores 
from both the Life Satisfaction Index and the Loneliness 
Scale combined to predict 70.4 percent of the variability on 
the Geriatric Depression Scale. Neither of the other 
variables contributed significantly to the prediction of 
depression scores as measured by the Geriatric Depression 
Seale.
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Table 8
Multiple Regression Summary Table for Prediction of Scores
on the Geriatric Depression Scale
Beta t_ p_ R_2
In the Equation
Life Satisfaction Index -.558 4.25 .001 .654
UCLA Loneliness Scale .335 2.55 .015 .704
Not, in the Equation
Age -.091 .984 .332
Health Perception -.064 .640 .526
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Discussion
The purpose of this study was to explore depression in 
older adults and to investigate the factors that may 
influence its development. The variables examined included: 
perception of health; general satisfaction with life; and 
perceived loneliness. Relationships between depression and 
demographic variables were also investigated. These 
variables included: marital status; bereavement; monthly 
income level; satisfaction with income; occupation; 
education; number of living children or siblings; residence; 
and size of household. It was predicted that.:
1) Depression would be negatively correlated with 
perceived good health.
2) Depression would be negatively correlated with 
general life satisfaction.
3) Depression would be positively correlated with 
feelings of loneliness.
4) A combination of the above factors would best predict 
depression.
Health Perception
As predicted, depression was negatively correlated with 
perceived good health. Subjects who were more depressed 
perceived themselves to be less healthy than those who were 
less depressed. Perceived good health was positively 
correlated with general life satisfaction and negatively
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correlated with feelings of loneliness.
Overall, subjects rated themselves as healthy. However, 
subjects who had worked in professional fields viewed 
themselves to be healthier than blue collar or clerical 
workers. Work-related injuries and health conditions, or 
fewer opportunities for adequate health care due to income 
restrictions are offered as explanations for this finding.
Contrary to expectations, health perception did not 
significantly predict depression when submitted to a 
regression analysis. The correlations with other strong 
predictors of depression ( i.e., life satisfaction and 
loneliness ) may have contributed to the lack of 
predi ctabi1i t y .
Life Satisfaction
As predicted, depression and general satisfaction with 
life were negatively correlated. Subjects who were more 
satisfied with their lives were less depressed, viewed 
themselves as healthier, and reported less loneliness 
compared to subjects who were less satisfied.
Individuals with higher monthly incomes that were 
considered to be adequate, reported more satisfaction with 
life. This is consistent with results of studies reviewed 
by Larson (1978) who noted that subjective well-being is 
likely to be influenced by factors such as accessibility to 
transportation and adequate housing.
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Additionally, life satisfaction scores were found to 
significantly predict depression. When combined with a 
measure of loneliness, life satisfaction scores account for 
70 percent of the variance of scores on the Geriatric 
Depression Scale.
Loneliness
As predicted, loneliness and depression were positively 
correlated. Individuals who reported more feelings of 
loneliness were more depressed, and rated themselves as less 
healthy and less satisfied with life. Unlike the other 
variables, there were no significant differences in reported 
loneliness between subjects when broken down by demographic 
characteristics. However, when combined with life 
satisfaction, loneliness scores significantly predicted 
depression as measured by the Geriatric Depression Scale.
Demographic Variables
There were no significant differences in scores on the 
depression measures when broken down by gender; age; 
bereavement; education; residence; size of household; and 
number of living children or siblings. Differences in scores 
on the Geriatric Depression Scale were significant when 
broken down by marital status. Subjects who were divorced 
and those who had never been married reported more 
depression than married or widowed subjects. These results 
need to be interpreted with caution given that more than 
half of the subjects were currently married.
To summarize, all the predictions put forth in this 
study were supported by the results. Subjects who were more 
depressed rated themselves as less healthy, less satisfied 
with life, and more lonely. Healthier subjects were more 
satisfied with their lives and reported less loneliness. 
Analysis of demographic variables yielded the following 
results: professionals viewed themselves as healthier than 
laborers; higher income levels were associated with higher 
levels of life satisfaction; and married persons reported 
less depression. Additional research was conducted utilizing 
the same measures with two different samples of elderly 
persons: those from retirement centers, and psychiatric 
patients hospitalized on a geriatric unit.
Additional Studies
Similar studies were also carried out with subjects from 
two local retirement centers and with inpatients being 
treated for depression at an acute psychiatric hospital's 
geriatric unit. Due to recruiting difficulties the numbers 
of subjects were relatively small; however, the results were 
noteworthy.
Individuals residing in retirement centers. Twelve 
subjects (3 males, 9 females) from two retirement centers 
completed the materials. Subjects ranged in age from 75 to 
82 years with an average age of 78.67 years (sd = 2.35).
Means and standard deviations for the five measures are 
presented in Table 9. These subjects were older and less 
healthy than those in the initial study.
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Table 9
Means and standard deviations for depression measures and
the correlates®
Mean sd N
Health Perception Questionnaire 100.50 20. 59 12
Life Satisfaction Index 12.55 2.58 11
UCLA Loneliness Scale 40.64 4.13 11
Beck Depression Inventory 9.58 8 . 14 12
Geriatric Depression Scale 8 . 25 3 .74 12
a All measures are self-report., higher scores reflect higher 
levels of the construct being measured.
Correlations between the five measures are shown in 
Table 10. Again, those subjects who were more depressed 
rated themselves as less healthy, less satisfied and more 
lonely. In this instance, positive health perception was 
positively correlated with both loneliness and life 
satisfaction. Subjects who were more satisfied with their 
lives again reported less loneliness.
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Table 10
Correlations between measures
HPQ LSIZ RULS BDI GPS
Health Perception .2873 .1715 -.3886 -.7173**
Life Satisfaction Index -.2889 -.2081 -.2330
Revised UCLA Loneliness Scale .3426 .2041
Beck Depression Inventory . 2960
Geriatric Depression Scale --- --- ---  ---
p < .01**
Multiple regression analyses for predicting scores on 
the Beck Depression Inventory were conducted. None of the 
measures accounted for the variability in scores on the Beck 
Depression Inventory.
Table 11 shows the results of multiple regression 
analyses for predicting scores on the Geriatric Depression 
Scale. Only health perception scores significantly 
predicted variability on the Geriatric Depression Scale 
( R 2 = .563 ).
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Table 11
Multiple Regression Summary Table for Geriatric Depression
Scale
Beta t P.
In the equation
Health Perception -.750 3.41 .007 .563
Not in the eguation
Age -.196 .739 .481
Life Satisfaction -.019 .078 .940
Loneliness .343 1.68 . 131
Given the small sample size, it is difficult to 
generalize the above findings to the population of older 
adults who reside in retirement centers. Recruiting 
subjects at the retirement centers was a difficult task. 
Reasons cited for this include: the possibility that the 
questionnaires appeared too lengthy due to the large print 
utilized that required many pages; the lack of compensation 
for participating; and the elderly's hesitancy to reveal 
personal information to a stranger. Additionally, since 
health perception was an important factor for this group of 
individuals, perhaps the residents did not feel well enough 
to participate. The five measures were also incorporated as 
part of program evaluation at a local psychiatric hospital's 
geriatric unit.
Inpatients diagnosed as depressed. Eight inpatients 
being treated for depression at an acute psychiatric
4 5
hospital agreed to complete the measures. Subjects (2 
males, 6 females) ranged in age from 61 to 74 years with an 
average age of 68.25 years (sd = 4.68).
Means and standard deviations for the five measures are 
reported in Table 12. These subjects were the least 
healthy, the least satisfied with life, the most lonely, and 
much more depressed than the other two groups.
Table 12
Means and standard deviations for the depression measures 
and the correlates a
mean sd N
Health Perception Questionnaire 88 .63 22.43 8
Life Satisfaction Index-Z 6.13 5.28 8
Revised UCLA Loneliness Scale 45 .00 6.44 8
Beck Depression Inventory 22 .75 15 . 04 8
Geriatric Depression Scale 15.13 11 .12 8
a All measures are self-report, in each case higher scores 
reflect higher levels of the construct being measured.
Correlations between the five measures are shown in Table 
13. As in the initial study, all correlations were 
significant and subjects who were more depressed perceived 
themselves to be less healthy, less satisfied and more 
lonely. In this case a positive health perception was 
negatively correlated with increased loneliness. Again, 
life satisfaction and loneliness were negatively correlated.
Table 13
Correlations Between Measures
HPQ LSIZ RULS BDI GDS
Health ---
Perception
Life Satisfaction 
Index-Z
Revised UCLA 
Loneliness Scale
Beck Depression 
Inventory
Geriatric Depression 
Scale
p<.05* p < .01 * *
8901 * * -.7975** -.9522** -.8925**
-.8413** -.7808** -.6361*
6877* .7228*
.9291**
Regression analyses for predicting scores on the Beck 
Depression Inventory are presented in Table 14. Health 
predicted 91 percent of the variability of scores on the 
Beck Depression Inventory. None of the other measures 
accounted for any variability in the depression.
Table 14
Multiple Regression Summary Table for Beck Depression 
Inventory
Beta t j?
In the Equation
Health Perception -.952 7.64 .001
Not in the Equation
Age .023 .157 .882
Life Satisfaction .321 1.22 .276
Loneliness -.197 .946 .387
R2
.91
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Table 15 shows the regression analyses for predicting 
scores on the Geriatric Depression Scale, Health perception 
and life satisfaction accounted for 91.7 percent of the 
variability of depression scores.
Table 15
Multiple Regression Summary Table for Geriatric Depression 
Scale
Beta t p R5'
In the Equation
Health Perception -1.571 5.56 .003 .80
Life Satisfaction .762 2.70 .043 .917
Not, in the Equation
Age .133 .835 .451
Loneliness .396 2.130 .100
Given the small numbers of subjects in these studies it 
is difficult to generalize the results. However, health 
perception played a much more significant role in predicting 
depression for both of these groups than it did for the 
"nondepressed" elderly. For those subjects diagnosed as 
depressed, health perception accounted for nearly all the 
variance of scores on both depression measures. This 
finding may be due to the subjects being hospitalized and to 
the tendency for older persons to focus on the somatic 
symptoms of depression.
Implications for Treatment and Assessment.
The results of the reported studies suggest that older 
persons who are depressed should be treated using an active
biopsychosocial approach. A focus on evaluation and 
treatment of the whole person is particularly essential when 
dealing with the elderly since physiological, psychological, 
and social factors may interact to produce a debilitating, 
life-threatening depression. The individual needs to be 
carefully screened for medical conditions and, medication 
abuse or interactions. Identifying and treating physical 
conditions may improve the individual's health perception. 
When physical etiology is ruled out, psychological symptoms 
may be treated through the use of antidepressant medications 
or psychotherapy.
A thorough psychosocial assessment is necessary to 
identify factors and stressors that may affect the 
individual's sense of well-being and contribute to 
depression. Inadequate finances, for example, affects an 
elderly person's ability to seek medical and psychological 
treatment, nutrition, transportation, housing, and 
opportunities for social interaction. This study has 
demonstrated the impact of socioeconomic factors such as 
adequate income on an individual's sense of well-being and 
satisfaction with life. Knowledge of such factors as well 
as the individual's current level of social functioning, 
particularly as compared to past social activity, is vital 
to determining if isolation and loneliness are contributing 
to psychological problems. As previously noted, disabling 
illness and sensory decline are often precipitants of 
loneliness and depression in older adults. Social service
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intervention may prevent further decline in an elderly 
person with symptoms of depression by improving quality of 
life through resources or by encouraging involvement in 
volunteer work or other activities to alleviate loneliness.
The results of this study support the importance of a 
prophylactic approach toward mental health care for the 
elderly. As previously noted, depression is easily 
misdiagnosed in an older person and often is overlooked or 
untreated. Failure to treat psychological problems may lead 
to long term care placement or possibly suicide. However, 
no treatment approach may be implemented if depression is 
not detected.
As previously discussed, the elderly person is more 
likely to present with somatic complaints and seek treatment 
from an internist or family practitioner. The results of 
the current study indicate that the Geriatric Depression 
Scale or the Life Satisfaction Index could be easily 
utilized in the physician's office to assist in diagnosis 
and ensure that depression is not being overlooked. If 
deemed appropriate, the physician could then refer to a 
social service agency or case manager for assessment of 
psychosocial needs and to a mental health professional for 
psychological treatment..
These scales are quick, simple to use, nonthreatening, 
and are not confounded by somatic items. The results of the 
current study strongly suggest that they are valid and 
reliable assessment devices useful for screening for
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depression.
Implications for Further Research
Results of the current study suggest the need for 
further investigation into factors that may influence the 
development of depression in the elderly. Larger sample 
sizes of community dwelling elderly should be studied to 
determine if the results are reliable across samples.
Perhaps other variables such as health perception would play 
a more important role in predicting depression in larger 
sample sizes. Given that the subjects for this study were 
volunteers recruited for a driving study, they are probably 
not representative of the general population of older 
persons. A more representative sample might be gleaned 
using less restrictive recruiting criteria. Furthermore, 
the sample sizes from the residential and inpatient groups 
were too small to allow generalization of the results to 
other similar populations.
Continued research is needed with subjects from 
retirement centers, inpatients diagnosed depressed, and 
residents of long term care facilities. The results of such 
research should provide the evidence needed to differentiate 
depression from other presenting disorders. Furthermore, 
the findings should be used to guide the difficult task of 
designing treatment programs targeted for the needs of a 
growing, diverse elderly population.
51
Bibliography
Adams, D. (1969). Analysis of a life satisfaction index. 
Journal of Gerontology, 2 4 , 470-474.
American Psychiatric Association. (1987). Diagnostic and 
Statistical Manual of Mental Disorders (3rd ed. 
revised). Washington, DC: Author.
Andrews, G., Tennant, C., Hawson, G., & Schonell, M. (1978). 
The relation of social factors to physical and 
psychiatric illnesses. American Journal of Epidemiology, 
108, 27-35.
Aneshensel, C., Frerichs, R., & Huba, G. (1984). Depression 
and physical illness: A multiwave, nonrecursive causal 
model. Journal of Health and Social Behavior, 2 5 , 350- 
371.
Ayuso-Gutierrez, J. (1983). Later life depression: Clinical 
and therapeutic aspects. In J. Davis & J. Maas (Eds.), 
The Affective Disorders (pp. 203-210). Washington, DC: 
American Psychiatric Press.
Bearon, L., & George, L. (1980). Quality of life in older 
persons. New York: Human Sciences Press.
Beck, A. (1967). Depression: Clinical, experimental, and 
theoretical aspects. London: staples Press.
Beck, A. (1970). Depression: Causes and treatment. 
Philadelphia: University of Pennsylvania Press.
Beck, A., Ward, C., Mendelson, M . , Mock, J. & Erbaugh, J. 
(1961). An inventory for measuring depression. Archives
of General Psychiatry, 4, 53-63.
Bergmann, K., & Kay, D. (1966). Physical disability and 
mental health in old age. Journal of Psychosomatic 
Research, 10, 3-12.
Berkman, P. (1971). Measurement of mental health in a 
general population survey. American Journal of 
Epidemiology, 9 1 , 105-111.
Billig, N. (1987). To be old and sa d . New York: Lexington 
Books.
Blazer, I). (1983). The epidemiology of psychiatric disorder 
in the elderly population. In L. Grinspoon (Ed.), 
Psychiatry Update (Vol. 2). Washington, DC: American 
Psychiatric Press.
Blazer, D. (1986). Depression: Paradoxically, a cause for 
hope. Generations, H>(3), 21-23.
Blazer, D. (1989). Depression in the elderly. New England 
Journal of Medicine, 320, 164-166.
Blazer, D., & Williams, C. (1980). Epidemiology of dysphoria 
and depression in an elderly population. American 
Journal of Psychiatry, 137, 439-450.
Blixen, C. (1988). Aging and mental health care. Journal of 
Gerontological Nursing, 14(11), 11-15.
Blount, J., & Hyer, L. (1984). Concurrent and discriminant 
validities of the Geriatric Depression Scale with older 
psychiatric pateints. Psychological Reports, 5 4 , 611- 
616.
53
Breslau, L., & Haug, M. (Eds.). (1983). Depression and 
Aging: Causes, care, and consequences. New York: 
Springer.
Brink, T. (1984). Limitations of the Geriatric Depression 
Scale in cases of pseudodementia. Clinical 
Gerontologist, 2(3), 60-61.
Brink, T., Yesavage, J., Lum, 0., Heersema, P., Adey, M . ,
& Rose, T. (1982). Screening tests for geriatric 
depression. Clinical Gerontologist, 1_, 37-43.
Brink, T., Yesavage, J., Rose, T,, Lum, 0., Huang, V., Adey, 
M., & Leirer, V. (1983). Development and validation of 
a geriatric depression screening test. Journal of 
Psychiatric Research, 17, 37-49.
Bumberry, W., Oliver, J . , & McClure, J. (1978). Validation 
of the Beck Depression Inventory in a university 
population using psychiatric estimate as the criterion. 
Journal of Consulting and Clinical Psychology, 4 6 , ISO- 
155.
Burvill, P., Stampfer, W., & Hall, W. (1986). Does 
depressive illness in the elderly have a poor 
prognosis? Australian and New Zealand Journal of 
Psychiatry, 20(4), 422-427.
Chaisson-Stewart, G. (Ed.). (1985). Depression in the 
elderly: An interdisciplinary approach. New York:
Wiley.
Christian, E., Dluhy, N . , & O'Neill, R. (1989). Sounds
of silence: Coping with hearing loss and loneliness. 
Journal of Gerontological Nursing, L5(ll), 4-9.
Corcoran, K., & Fischer, J. (1987). Measures for 
clinical practice. New York: The Free Press.
Cross, C., & Hirschfeld, R. (1982). Epidemiology of
affective disorders. Archives of General Psychiatry, 
39, 35-46.
Cutler, S. (1973). Volunteer association participation 
and life satisfaction: A cautionary research note. 
Journal of Gerontology, 28, 96-100.
Decker, D. (1980). Social gerontology: An introduction to 
the dynamics of aging. Boston: Little, Brown and 
Company.
Dobson, C-., Goudy, W. , Keith, P., & Powers, E. (1979). 
Anomia, self-esteem, and life satisfaction: 
Interrelationships among three scales of well-being. 
Journal of Gerontology, 134(4), 569-572.
Dreyfus, J. (1988). Assessment, and interventions in the
medically ill frail elderly. Journal of Gerontological 
Nursing, L4(9), 27-36.
Edwards, J., & Klemmack, D. (1973). Correlates of life
satisfaction: a reexamination. Journal of Gerontology, 
28, 497-502.
Finlayson, R . , & Martin, L. (1982). Recognition and
management of depression in the elderly. Mayo Clinic 
Proceedings, ^7(2), 115-120.
Fopma-Loy, J. (1988). The prevalence and phenomenology of 
depression in elderly women: A review of the 
1iterature. Archives of Psychiatric Nursing, 2(2), 
74-80.
Forrester, P . (1987). Affective disorders and suicide. In 
J. Norris, Kunes-C-onnel 1, M., Stockard, S., Mayer- 
Ehrhart, P., &. Renschler-Newton, G. (Eds.). Mental 
health psychiatric nursing: A continuum of care (pp. 
761-767). New York: Wiley.
Frazier, A. (1977). Biological aspects of mania and 
depression. In A. Frazier & A. Winokur (Eds.). 
Biological bases of psychiatric disorders (p p . 221- 
222). New York: Spectrum.
Fry, P. (1986). Depression, stress, and adaptations in the 
elderly. Rockville, Maryland: Aspen Publishers.
Gallagher, D. (1986). The Beck Depression Inventory and 
older adults: Review of its developments and utility. 
Clinical Gerontologist, 5, 149-163.
Gallagher, D,, Nies, G., & Thompson, L. (1982). Reliability 
of the Beck Depression Inventory with older adults. 
■Journal of Consulting and Clinical Psychology, 5 0 , 
152-153.
Gallagher, D., Breckenridge, J., Steinmetz, J., &. Thompson, 
L. (1983). The Beck Depression Inventory and Research 
Diagnostic Criteria: Congruence in an older 
population. Journal of Consulting and Clinical 
Psychology, 5 1 , 945-946.
Gallagher, D . , Thompson, L., Gong, V. , & Haskins, E. (1987). 
Assessment of depression and dementia during the late 
years. In K. Warner-Schaie (Ed.). Annual Review of 
Gerontology and Geriatrics (pp. 295-324). New York: 
Springer Publishing.
Garcia, J., Schonfeld, L., & Streuber, P. (1985). Factors 
contributing to mental health treatment of the 
elderly. Journal of Applied Gerontology, 4(2), 30-39.
Gelfand, D. (1984). The aging network. New York: Springer 
Publishing.
Georgotas, A., &. McCue, R. (1988). Depressive and manic 
states of late life. In A. Georgotas & Cancro, R.
(Eds.). Depression and Mania (pp. 592-604). New 
York: Elsevier Science Publishing Company
Goldstein, S. (1979). Depression in the elderly. Journal of 
the American Geriatrics Society, 27(1), 38-42.
Haight, B. (1988). The therapeutic role of a structured 
life review process in homebound elderly subjects. 
Journal of Gerontology, 43(2), 40-44.
Hamilton, M. (1960). A rating, scale for depression. Journal 
of Neurology, Neurosurgery, and Psychiatry, 2 3 , 56-62.
Hamilton, M. (1988). Assessment of depression and mania. In 
A. Georgotas & Cancro, R. (Eds.). Depression and Mania 
(pp. 625-637). New York: Elsevier Science Publishing 
Company.
Harris, R., Hunter, K., & Linn, M. (1980). Symptoms of 
depression and recent life events in the community
elderly. Journal of Clinical Psychology, 3 6 , 675-682.
Hindmarch, I., & Wattis, J. (Eds.). (1988). Psychological 
assessment of the elderly. New York: Churchill 
Livingstone.
Jeffers, F . , & Nichols, C. (1961), The relationship of 
activities and attitudes to physical well-being in 
older people. Journal of Gerontology, 16, 67-70.
Kaas, M. (1984). Older women and mental health: A social 
policy perspective. In B. Hall (Ed.), Mental health 
and the elderly (pp. 65-81). New York: Grune and 
Stratton.
Kerr, N. J. (1987). Patterns of depression. In J. Haber,
P. Hoskins, A. Leach, & B. Sideleau (Eds.).
Comprehensive Psychiatric Nursing, (p. 663). New York: 
McGraw Hi 11.
Kicey, C. (1974). Catecholamines and depression: A 
physiological theory of depression. American 
Journal of Nursing, 7 4 , 2018-2020.
Krause, N. (1986). Life stress as a correlate of depression 
among older adults. Psychiatry Research, 1J3(3), 227-237.
Laraia, M. (1987). Psychopharmacology. In G. Stewart & 
Sundeen, S. (Eds.), Principles and practice of 
psychiatric nursing (p. 713). St. Louis: Mosby.
Larson, R. (1978). Thirty years of research on the
subjective well-being of older americans. Journal of 
Gerontology, 33(1), 109-125.
Lawton, M. (1972). The dimensions of morale. In P. Kent, 
Kastenbaum, R., & Sherwood, S. (Eds.). Research, 
planning, and action for the elderly (pp. 144-165).
New York: Behavioral Publications.
Lipowski, Z. (1975). Psychiatry of somatic diseases: 
Epidemiology, pathogenesis, classification. 
Comprehensive Psychiatry, 16, 105-124.
Lohmann, N. (1989). Service providers and the concept of 
life satisfaction. The Journal of Applied Gerontology, 
8(1), 8-17.
Lowenthal, M. , &. Robinson, B. (1976). Social networks and 
isolation. In R. Binstock & Shanas, E. (Eds.). Handbook 
of aging and the social sciences (pp. 432-456). New 
York: Van Nostrand Reinhold Company.
Lum, T. (1988). An integrated approach to aging and
depression. Archives of Psychiatric Nursing, 2(4), 211- 
217.
Lurie, L., & Zlotogorski, Z. (1986). Geriatric Depression 
Scale. In D. Keyser &. Sweet land, R. (Eds.). Test 
Critiques (Vol. 5, pp.168-171). Kansas City, MO: 
Westport Publishers.
Maddox, G,, &. Eisdorfer, C. (1962). Some correlates of
activity and morale among the elderly. Social Forces,
41, 254-260.
Moos, R., & Tsu, V. (1977). The crisis of physical illness: 
An overview. In R. Moos (Ed.). Coping with physical 
i1lness (pp. 3-21). New York: Plenum Press.
Murphy, E. (1982). Social origins of depression in old age. 
British Journal of Psychiatry, 141, 135.
Murrell, S., & Norris, F. (1984). Resources, life events, 
and changes in positive affect and depression in older 
adults. American Journal of Community Psychology, 12, 
445-464.
Neugarten, B., Havighurst, R., & Tobin, S. (1961). The 
measurement, of life satisfaction. Journal of 
Gerontology, 16, 134-143.
Palmore, E., & Luikart., C. (1972). Health and social factors 
related to life satisfaction. Journal of Health and 
Social Behavior, 3, 68-80.
Parlee, M. (1979, October). The friendship bond: Psychology 
Today's survey report on friendship in America. 
Psychology Today, pp. 42-55.
Paykel, E. (1974). Recent life events and clinical
depression. In E. Gunderson & Rahe, R. (Eds.). Life 
stress and illness (pp. 134-163). Springfield, IL: 
Charles C. Thomas, Inc.
Paykel, E. (1979). Causal relationships between clinical
depression and life events. In J. Barrett (Ed.). Stress 
and mental disorder (pp. 71-86). New York: Raven Press.
Peplau, L., Bikson, T., Rook, K., & Goodchilds, J. (1982). 
Being old and living alone. In L. Peplau & Perlman, D. 
(Eds.). Loneliness: A sourcebook of current theory, 
research, and therapy (pp. 327-347). New York: John 
Wiley and Sons.
Peplau, L,, & Perlman, D. (1982). Theoretical approaches to 
loneliness. In L. Peplau & Perlman, D. (Eds.). 
Loneliness: A sourcebook of current, theory, research, 
and therapy (pp. 123-134). New York: John Wiley and 
Sons.
Peplau, L., & Rook, K. (1982). Perspectives on helping the 
lonely. In L. Peplau &. Perlman, D. (Eds.). Loneliness:
A sourcebook of current theory, research, and therapy 
(pp. 351-378). New York: John Wiley and Sons.
Perlman, P., Gerson, A., &. Spinner, B. (1978). Loneliness 
among senior citizens: An empirical report. Essence, 
2(4), 239-248.
Phifer, J., & Murrell, S. (1986). Etiologic factors in the 
onset of depressive symptoms in older adults. Journal 
of Abnormal Psychology, £5(3), 282-291.
Physician's Desk Reference. (1983). Oradell, NJ: Medical 
Economics.
Post, F. (1962). The significance of affective symptoms in 
old a g e . London: Oxford University Press.
Post, F. (1969). The relationship to physical health of the 
affective illnesses in the elderly. Eigth International 
Congress of Gerontology Proceedings. Washington, DC.
Rubin, Z., Hill, C., Peplau, L., & Dunkel-Schetter, C.
(1980). Self-disclosure in dating couples: Sex roles 
and the ethics of openness. Journal of Marriage and 
the Family, 42(2), 305-318.
Russell, D. (1982). The measurement of loneliness. In
61
L. Peplau & Perlman, D. (Eds.). Loneliness: A sourcebook 
of current, theory, research, and therapy (pp. 18-104) . 
New York: John Wiley and Sons.
Russell, P., Peplau, L., & Cutrona, C. (1980). The Revised 
UCLA Loneliness Scale: Concurrent and discriminant 
validity evidence. Journal of Personality and Social 
Psychology, 39(3), 472-480.
Seligman, M. (1975). Helplessness: On depression, 
development, and death. San Francisco: Freeman.
Shadden, B. (1988). Communication behavior and aging: A 
sourcebook for clinicians. New York: Williams and 
Wilkins.
Sheikh, J., & Yesavage, J. (1986). Geriatric Depression 
Scale: Recent evidence and development of a shorter 
version. In T. Brink (Ed.). Clinical Gerontology: A 
guide to assessment and practice (pp. 165-173). New 
York: Haworth.
Shultz, N. (1984). Loneliness: Correlates, attributions, and 
coping among older adults. Personality and Social 
Psychology Bulletin, JL0(1), 67-77.
Spreitzer, E., & Snyder, E. (1974). Correlates of life
satisfaction among the aged. Journal of Gerontology, 29 , 
454-458.
Stehouwer, R. (1985). Beck Depression Inventory. In D.
Keyser & Sweetland, R. (Eds.). Test Critiques (Vol. 2, 
pp. 83-87). Kansas City, MO: Westport Publishers.
Turk, D . , Kerns, R . , & Rudy, T. (1984). Identifying the
62
links between chronic illness and depression: Cognitive-
behavioral mediators. Paper presented at the 92nd annual 
convention of the American Psychiatric Association, 
Toronto.
Ware, J. (Winter, 1976). Scales for measuring general health 
perceptions. Health Services Research, 396-415.
Ware, J., Wright, W., & Snyder, M. (1974). Measures of 
perceptions regarding health status: Preliminary 
findings as to scale reliability, validity, and 
administration procedures (PB-242-726). Springfield, VA: 
National Technical Information Service.
Winokur, G. (1981). Depression, the facts. New York: Oxford 
University Press.
Wood, V., Wylie, M., & Sheafor, B. (1969). An analysis of a 
short self-report measure of life satisfaction: 
Correlation with rater judgements. Journal of 
Gerontology, 24 , 465-469.
Wylie, M. (1970). Life satisfaction as a program impact, 
criterion. Journal of Gerontology, 25, 36-40.
Young, J. (1982). Loneliness, depression, and cognitive 
therapy, theory, and application. In L. Peplau &
Perlman, D. (Eds.). Loneliness: A sourcebook of current 
theory, research, and therapy (pp. 379-405). New York: 
John Wiley and Sons.
Zarit, S. (1980). Aging and mental disorders: Psychological 
approaches to assessment and treatment. New York: Free 
Press.
Zung, W. (1965). A self-rating depression scale. Archives 
General Psychiatry, 12, 63-70.
Zung, W. (1980). Affective disorder. In E. Busse & Blazer 
D. (Eds.). Handbook of geriatric psychiatry. New York 
Van Nostrand Reinhold,
